INTRODUCTION {#sec1-1}
============

There are many anastomotic techniques for intestinal atresia and stenosis and for patients with proximal dilated enterostomy due to perforation. In this paper, we describe a different, physiological, useful, and simple anastomotic technique.

The surgical management of intestinal atresia differs depending on the type of atresia, location, associated anomalies, and length of the intestine.\[[@ref1]\] Tapering of the distended duodenum,\[[@ref2][@ref3][@ref4]\] resection of the dilated proximal and end-to-end duodenoduodenostomy, duodenojejunostomy, and gastrojejunostomy are techniques used in duodenal atresia and stenosis.\[[@ref5][@ref6]\]

In jejunoileal atresia, the proximal jejunal atretic segment is resected at the ligament of Treitz at a 90° angle and the distal segment is resected at a 45° angle. Benson and Nixon\'s end-to-oblique anastomosis, tapering proximal jejunoplasty, multiple anastomoses, and exteriorization have been performed,\[[@ref7]\] although, in intestinal disorders, such as volvulus, complicated meconium ileus, and malrotation, enterostomies are performed. During the closure of these stomas, significant size discrepancies can be seen between the proximal and distal bowel. We developed a surgical repair technique that can be used in proximal dilated intestinal segments.

Procedure {#sec2-1}
---------

After identifying the proximal dilated and distal bowel, we applied an atraumatic bowel clamp on the proximal portion at a 90° angle. We then resected the antimesenteric part of the distal bowel at a 0° angle, leaving a 4-mm full-thickness intestinal tissue on the mesenteric side, and continued with a 30° excision of the antimesenteric segment \[[Figure 1](#F1){ref-type="fig"}\]. We used two-layer interrupted sutures with 5/0 Vicryl on the anterior and posterior wall of the anastomoses and finally repaired the defect in mesentery \[Figures [1](#F1){ref-type="fig"} and [2](#F2){ref-type="fig"}\].
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We applied this technique to a 31-day-old patient who had a divided jejunostomy due to malrotation and perforation with a proximal dilated bowel when he was 1-day old. Intrauterine diagnosis was a cystic mass. Because of the findings at laparotomy that included free air, 250 cc intestinal content, malrotation, and perforation, we were not able to have a primary anastomosis. During jejunostomy closure, we noted the size discrepancy between the proximal and distal segments. We were not able to have end-to-end or end-to-oblique anastomoses, as described by Benson and Nixon.\[[@ref7]\] We applied the technique described below, controlled the passage, and left a Penrose drain at the anastomosis region \[[Figure 2](#F2){ref-type="fig"}\]. There was no leak at the anastomosis site postoperatively. Total parenteral nutrition was not required, and oral feeding was started on day 5 and was well-tolerated. Neither anastomotic complications nor feeding and passage problems were seen. Recovery was uneventful.

CONCLUSION {#sec1-2}
==========

Many techniques have been described for intestinal atresia treatment.\[[@ref7]\] Major complications include anastomotic leak and functional intestinal obstruction at the anastomosis site.\[[@ref8]\]

Tapering the proximal dilated bowel avoids leakage and protrusion of the thick bowel wall into the distal bowel that may produce a motility disorder, but this technique has potential complications due to the long anastomosis site. Tapering is done at the antimesenteric site and may have a blood supply problem that can be prevented by having a 0° excision at the mesenteric site, as described in this technique. End-to-oblique anastomosis is carried out using the techniques of Nixon and Benson.\[[@ref8][@ref9]\] In contrast, we leave adequate full-thickness tissue (4 mm wide) on both mesenteric sides to allow safe anastomosis and resolve the size disparity problem physiologically. A judicious funnel-shaped anastomosis is done to propel the intestinal contents along the lumen in a linear fashion.

If the diameter ratio of the proximal and distal lumens is not too large, end-to-back, end-to-side anastomoses are adequate.\[[@ref8]\] In these anastomoses, prolonged feeding intolerance and functional obstructions are the major problems due to the angle of the suture line. We did an end-to-oblique anastomosis and did not have such problems. After excising the distended hypertrophied proximal bowel doing the excisions described in this paper, we had a wide safe anastomotic surface that could be sutured with 5/0 monofilaments.

Although, we applied this technique to only a limited number of patients, we consider this technique to be safe, simple, and useful. At the same time, physiologic passage could reduce complications, such as anastomotic leak, functional obstruction, and feeding intolerance. We recommend this method of intestinal anastomosis in cases of proximal dilated segments.
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